The authors introduced a new approach for clipping of the incidental aneurysm of the middle cerebral artery (MCA) and reported the clinical results. We retrospectively reviewed 26 patients with 27 incidental MCA aneurysms who were treated from January 2010 to December 2012. All clippings were performed through a small temporal craniotomy and linear skin incision. Follow-up imaging showed complete occlusion of 26 aneurysms (96.3%), residual neck in one (3.7%). In one case, residual neck of the aneurysm did not grow on serial follow up. In one of 26 cases (3.8%), approach-related complication was retraction injury of the temporal cortex. Two patients developed postoperative infarction on the MCA territories due to vasospasm and on the cerebellum due to unknown causes. These were not approach-related complications. Operation time was 95 min-250 min (mean 143 min). There were no complications of temporal muscle atrophy, scar deformity, paresthesia, or pain around the scalp incision and frontalis palsy. This approach offers good surgical possibilities and little approach related morbidity in the clipping of incidental MCA aneurysms.
INTRODUCTION
Due to improvements in non-invasive imaging, detection of a number of incidental aneurysms is increasing, and management of unruptured intracranial aneurysms has changed significantly in recent years and continues to evolve. In particular, the establishment of endovascular therapy as an attractive alternative to surgery has prompted significant changes in neurosurgical practice. 
MATERIALS AND METHODS
We retrospectively reviewed 26 patients with unruptured MCAA treated by clipping through a small 
SURGICAL TECHNIQUE
Patients were placed in the supine position with head rotation to the opposite site 60 degrees. Saving of scalp hair and use of skull cramps were not necessary. To prevent injury to the frontal branch of the facial nerve, skin incision began from 1 cm below the anterior temporal hair line and extended upward to the parietal eminence (Fig. 1A) .
The temporalis muscle was cut with a knife along the incision line and stripped from its bony insertion and was retracted bilaterally. Using a high-speed drill, a single temporal burr hole was drilled and a "O" shaped line was cut from the burr hole using a high-speed craniotome, creating a bone flap with a width of 4×4 cm ( flap, the sphenoid ridge was flattened using a high-speed drill. For maximal resection of the sphenoid ridge, we utilized two Gelpi retractors. One side of the Gelpi retractors was located to the bony margin of craniotomy and the other side to the temporalis muscle (Fig. 1C) .
The dura mater was opened in a curved or "inverted T" shaped fashion with its base toward the remnant sphenoid ridge. The free dural flap was fixed downward with sutures ( Fig. 1D ) and the posterior part of the inferior frontal gyrus and superior temporal gyrus, distal sylvian fissure were exposed.
Under microscopy, the first step was the sufficient evacuation of cerebrospinal fluid (CSF) at the distal sylvian fissure. Once the distal sylvian fissure was opened, the MCAA usually came into view. However, in cases of M1 segment aneurysm and short segment of MI, wider dissection of the sylvian fissure was inevitable. Without exposure of the feeding artery to the aneurysm, the aneurysm was freed from adjacent tissue directly and aneurysmal clipping was performed.
The bone flap was fixed with a titanium Craniofix miniplate. The burr hole was closed with the plate (Fig. 1E) . The temporalis muscle and superficial temporalis fascia were reattached directly. Use of a suction drain was not necessary. 
CASE REPORT
A 60-year-old male patient presented with headache.
CT angiography showed a left MCA bifurcation aneurysm; an unruptured saccular type aneurysm measuring 6×4 mm in size. The patient was treated by clipping via a small temporal craniotomy and linear scalp incision and recovered well without any complications ( Fig. 2A-G) .
RESULTS
Complications were classified according to two categories: approach-related and others ( 
